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Abstract 

Background:  Maternal sepsis and other maternal infections (MSMI) have considerable impacts on women’s and 
neonatal health, but data on the global burden and trends of MSMI are limited. Comprehensive knowledge of the 
burden and trend patterns of MSMI is important to allocate resources, facilitate the establishment of tailored preven-
tion strategies and implement effective clinical treatment measures.

Methods:  Based on data from the Global Burden of Disease database, we analysed the global burden of MSMI by the 
incidence, death, disability-adjusted life year (DALY) and maternal mortality ratio (MMR) in the last 30 years. Then, the 
trends of MSMI were assessed by the estimated annual percentage change (EAPC) of MMR as well as the age-stand-
ardized rate (ASR) of incidence, death and DALY. Moreover, we determined the effect of sociodemographic index (SDI) 
on MSMI epidemiological parameters.

Results:  Although incident cases almost stabilized from 1990 to 2015, the ASR of incidence, death, DALY and MMR 
steadily decreased globally from 1990 to 2019. The burden of MSMI was the highest in the low SDI region with the 
fastest downward trends. MSMI is still one of the most important causes of maternal death in the developed world. 
Substantial diversity of disease burden and trends occurred in different regions and individual countries, most of 
which had reduced burden and downward trends. The MMR and ASR were negatively correlated with corresponding 
SDI value in 2019 in 204 countries/territories and 21 regions.

Conclusion:  These findings highlight significant improvement in MSMI care in the past three decades, particularly in 
the low and low-middle SDI regions. However, the increased burden and upward trends of MSMI in a few countries 
and regions are raising concern, which poses a serious challenge to maternal health. More tailored prevention meas-
ures and additional resources for maternal health are urgently needed to resolve this problem.

Keywords:  Maternal sepsis and other maternal infections, Global burden disease, Incidence, Death, Disability-
adjusted life year, Maternal mortality ratio
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Background
Pregnant and recently pregnant women easily develop 
infections and are particularly prone to rapid progression 
to sepsis [1, 2]. Maternal sepsis is a life-threatening organ 
dysfunction caused by a dysregulated host response to 
infections during pregnancy, childbirth, post-abortion 
or the postpartum period [3]. Infection, especially sepsis 
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contributes significantly to global morbidity and mortal-
ity, particularly in vulnerable populations [4]. Maternal 
infections can have serious considerable impacts on the 
health of women and neonates. For women, maternal 
infections can cause chronic pelvic inflammatory disease, 
ectopic pregnancy, infertility and death [5]. Annually, 
one million neonatal deaths are attributed to mater-
nal infections or sepsis [4, 6, 7]. Infections or sepsis are 
preventable causes of maternal morbidity and mortal-
ity. However, the WHO Global Maternal Sepsis Study 
Research Group reported that approximately 70 preg-
nant or recently pregnant women per 1000 live births 
needed hospital management due to maternal infections, 
and that infection-related maternal deaths contributed 
to more than half of the intrahospital deaths in 2017 [8]. 
Furthermore, maternal sepsis accounted for approxi-
mately 11% of maternal deaths globally between 2003 and 
2009 [9]. Last, 2019 GBD data estimate almost 21 million 
incident cases and 17 thousand deaths from maternal 
sepsis and other maternal infections (MSMI) worldwide 
[10]. In addition, the incidence and death of maternal 
sepsis showed geographic distribution differences around 
the world [10, 11]. One study delineated that 23% of all 
maternal deaths were sepsis-related in the United States, 
which meant that developed countries were not immune 
to this serious problem as well [12].

As one of the major public health issues worldwide, 
MSMI imposes appreciable socioeconomic burdens 
on individuals and societies. To achieve the sustainable 
development goals and move towards ending prevent-
able maternal mortality, a comprehensive understand-
ing of the burden and trends of MSMI, stratified by age, 
sociodemographic index (SDI), regions and countries, is 
a valuable reference for public health leaders, research-
ers, funding agencies and clinical doctors. In this study, 
we presented the statistical data of MSMI globally, in 
21 regions and in 204 countries/territories from 1999 to 
2019.

Methods
Overview
The Global Burden of Disease (GBD) database is a com-
prehensive project that measures epidemiological levels 
and trends among communicable diseases, noncommu-
nicable diseases, and injuries across the world. In the 
GBD 2019, 369 diseases and injuries were studied in 204 
countries and territories and 21 regions from 1990 to 
2019 [10]. The general methodology for estimating the 
burden of diseases for GBD 2019 have been described in 
detail in previous studies [10, 13, 14]. Detailed descrip-
tions of the methods are presented in the Additional 
file 1.

Definition
Maternal sepsis and other maternal infections (MSMI) 
are including two part. Maternal sepsis is defined as a 
temperature < 36 °C or > 38 °C and clinical signs of shock 
including systolic blood pressure < 90 mmHg and tachy-
cardia > 120  bpm. Other maternal infections are defined 
as any maternal infections excluding HIV, sexually trans-
mitted infections, or are not believed to have epide-
miologic relationship with pregnancy. Examples include 
urinary tract infections, mastitis, candidiasis, and bacte-
rial vaginosis during pregnancy [10].

The disability-adjusted life year (DALY), equal to the 
sum of the years lived with disability and the years of 
life lost, is a summary measure of population health that 
accounts for both mortality and nonfatal health conse-
quences. DALY was designed as the unit of analysis for 
measuring the relative magnitude of losses of healthy 
life associated with specific causes [15]. DALY have been 
proposed by the World Bank and the WHO as a measure 
of the global impact of disease on individual illness status 
[16].

The sociodemographic index (SDI) is a composite indi-
cator of income per capita, years of schooling, and fer-
tility rate in females younger than 25  years. The SDI is 
ranging from 0 to 1. The larger the SDI, the more devel-
oped the country [17, 18]. The SDI of different countries 
and territories are presented in the Additional file 2.

Age-standardized rate (ASR) refers to the method of 
statistical processing of demographic data according to 
the same standard age composition [17]. The purpose is 
to eliminate the influence of different age composition of 
the population and ensure the comparability of statistical 
indicators [19].

Maternal mortality ratio (MMR) is the number of 
maternal deaths per 100,000 livebirths [20].

Data source
The incidence, death as well as DALY, and corresponding 
ASR in 204 countries/territories from 1990 to 2019 were 
downloaded from the GBD database.

Information on age, SDI and geographic location were 
also collected to further analyze the burden of MSMI. 
Women are divided into nine groups according to age, 
including the 15 year, 15–19 year, 20–24 year, 25–29 year, 
30–34  year, 35–39  year, 40–44  year, 45–49  year and 
above 49 year. Then, countries and territories are divided 
into five regions according to the SDI, including low, low-
middle, middle, high-middle and high. Moreover, the 
world was divided into 21 regions according to the geo-
graphic location.

The Institutional Review Board of Wuhan No.1 Hospi-
tal, Tongji Medical College, Huazhong University of Sci-
ence & Technology determined that approval was waived 
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because of publicly available data. GBD 2019 complies 
with the Guidelines for Accurate and Transparent Health 
Estimates Reporting statement [21].

Statistical analysis
Annual number of incident cases, death, DALY, and cor-
responding ASR (number per 100,000 population) as well 
as MMR were used to describe the MSMI burden.

ASR were calculated on the basis of the following for-
mula: ASR =

∑
A

i=1
aiwi

∑
A

i=1
wi

 × 100,000. The ASR (per 100,000 
population) is equal to the sum of the product of the spe-
cific age ratio (ai) in age group i and the number (or 
weight) (wi) of the selected reference standard population 
group i divided by the sum of number (or weight) of the 
standard population.

The estimated annual percentage change (EAPC) 
was calculated using the following regression model to 
assess the trends in ASR: Y = α + βX + ε, where Y refers 
to ln(ASR), X represents calendar year, ε means error 
term, and β determines the positive or negative trends in 
ASR. The EAPC could be given by 100*(exp(β) − 1) [22]. 
The ASR was considered to be on the rise when the esti-
mation of EAPC and its lower boundary of 95% uncer-
tainty interval [UI] were both positive. On the contrary, 

the ASR was considered to be in a downward trend when 
EAPC and its upper boundary of 95% UI were both nega-
tive. Otherwise, the ASR was considered to be stable over 
time.

The Spearman’s correlation coefficients were used to 
assess the relationships between the ASR/EAPC and 
SDI. In the correlation analysis, if the Pearson correlation 
coefficient was < 0 and the P value was < 0.05, there was 
a significant negative correlation between the two vari-
ables. The P-value less than 0.05 is considered statistical 
significance.

Results
The incidence of MSMI
Globally, there were 23,029,127 incident cases of MSMI 
(95% UI 17,399,801–29,084,559) in 1990 and 20,569,889 
incident cases (95% UI 15,688,621–25,972,495) in 2019 
(Fig.  1A and Additional file  3: Table  S1). The global 
incident cases remained almost constant from 1990 to 
2015 and subsequently decreased from 2016 to 2019 
(Fig.  1A and Additional file  3: Table  S1). In the globe, 
the ASIR of MSMI declined by 38.48% gradually from 
787 in 1990 to 534 in 2019 with an EAPC value of 
− 1.17 (95% UI − 1.23 to − 1.11) (Fig.  1D and Addi-
tional file  4: Table  S2). The largest incident cases and 
ASIR were observed in the 20–24 year group, followed 

Fig. 1  The burden and trends of MSMI globally from 1990 to 2019. A The change of incident cases. B The change of death number. C The change 
of DALY. D The change of ASIR per 100,000 population. E The change of ASDR per 100,000 population. F The change of age-standardized DALY 
rate per 100,000 population. The black triangle represent value in corresponding year and shading shows 95% uncertainty intervals. Note: MSMI 
maternal sepsis and other maternal infections; DALY disability-adjusted life-years; ASIR age-standardized incident rate; ASDR age-standardized death 
rate
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by 25–29 year group (Fig. 2A, D and Additional file 5: 
Table S3). There was little annual variability in incident 
cases or ASIR.

At the regional level, the middle SDI and low-middle 
SDI regions had the largest number of incident cases 
of MSMI until 2017. The low SDI region suffered from 
a rapid increase in incident cases of MSMI. From 2018, 
the low SDI and low-middle SDI regions upgraded to the 
top two in terms of burden of incident cases (Fig. 3A and 
Additional file  6: Table  S4). Once the impacts of ageing 
were removed by converting counts to age-standardized 
rates, a steady decrease in ASIR was noted in all SDI 
regions. The low SDI and low-middle SDI regions had 
the highest ASIR and the most rapid decline in the past 
30 years (Fig. 3D and Additional file 6: Table S4).

Subgroup analysis by geographical zone indicated 
that South Asia suffered from the most incident cases 
(6,219,971 in 1990 and 5,495,269 in 2017) (Additional 
file 7: Table S5). As shown in Table 1, Central Sub-Saha-
ran Africa and Eastern Sub-Saharan Africa had the high-
est ASIR, whereas only Australasia and Tropical Latin 
America were on the rise of ASIR (EAPC of Australasia: 
0.63, 95% UI 0.43–0.83; EAPC of Tropical Latin America: 
0.62, 95% UI 0.35–0.89), the others were in a downward 
trend. The ASIR decreased the most in South Asia (EAPC 
− 2.45, 95% UI − 2.53 to − 2.37) and in North Africa and 

the Middle East (EAPC − 2.04, 95% UI − 2.11 to − 1.97) 
(Table 1).

At the country/territory level, Somalia, Niger, South 
Sudan and Afghanistan presented the highest MSMI 
ASIR in 2019 (1328, 1296, 1249 and 1240, respectively) 
(Fig. 4A and Additional file 8: Table S6). Australia, Geor-
gia, the Russian Federation and Romania were in the top 
4 in the upward trend of ASIR in the past 30 years with 
EAPC values of 1.37 (95% UI 1.01–1.74), 0.91 (95% UI 
0.38–1.43), 0.71 (95% UI 0.15–1.27) and 0.48 (95% UI 
0.09–0.88), respectively (Fig.  5A and Additional file  9: 
Table S7).

MSMI death
At a global level, the number of deaths due to MSMI 
showed a downward trend in the last 30  years from 
38,027 (95% UI 33,014–43,506) cases in 1990 to 16,840 
(95% UI 14,224–19,633) cases in 2019 (Fig. 1B and Addi-
tional file 3: Table S1). The same change applies to women 
of different ages in death number and ASDR, with the 
greatest number and rate in the 20–24  year group, fol-
lowed by the 25–29  year group (Fig.  2B, E and Addi-
tional file 5: Table S3). The ASDR of MSMI was reduced 
by 68.96% gradually from 1.38 per 100,000 population 
in 1990 to 0.43 per 100,000 population in 2019. (Fig. 1E, 
Table 1 and Additional file 4: Table S2).

Fig. 2  The burden and trends of MSMI worldwide in different ages in the past 30 years A The change of incident cases. B The change of death 
number. C The change of DALY. D The change of ASIR per 100,000 population. E The change of ASDR per 100,000 population. F The change of 
age-standardized DALY rate per 100,000 population. Note: MSMI maternal sepsis and other maternal infections; DALY disability-adjusted life-years; 
ASIR age-standardized incident rate; ASDR age-standardized death rate
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As reported in Fig.  3B, the low SDI region had the 
heaviest burden in terms of the number of deaths in the 
past three decades. Furthermore, the number of deaths 
in the low SDI region increased from 1990 to 2004 and 
subsequently declined after 2005 (Fig. 3B and Additional 
file  6: Table  S4). All SDI regions exhibited a downward 
trend in ASDR, especially in the low SDI region with a 
sharp decrease (Fig. 3E and Additional file 6: Table S4).

The region with the largest number of deaths changed 
from South Asia in 1990 (16,848 cases, 95% UI 13,528–
20,629) to Eastern Sub-Saharan Africa in 2019 (4396 
cases, 95% UI 3,584–5,378) (Additional file 7: Table S5). 
As shown in Table  1, the highest ASDR occurred in 
Eastern Sub-Saharan Africa (8.53, 95% UI 6.77–10.83) 
in 1990, and in Central Sub-Saharan Africa (5.48, 95% 
UI 4.05–7.29) in 2019. All regions (except for the Car-
ibbean, high-income North America and Central Sub-
Saharan Africa) demonstrated downward trends in the 
three decades. However, the Caribbean region displayed 
an upward trend with an EAPC value of 1.24 (95% UI 
0.87–1.61) (Table  1). At the various country/territory 
levels, the ASDR was highest in Somalia (11.82, 95% UI 
7.70–17.02) and lowest in Iceland (7.52 × 10–5, 95% UI 
5.62 × 10–5–9.88 × 10–5) in 2019 (Fig. 4B and Additional 
file 8: Table S6). The ASDR was elevated only in Georgia, 
Kazakhstan, Kyrgyzstan, the Democratic Republic of the 

Congo, Zimbabwe and United States and declined in oth-
ers in the past 30 years. In addition, the fastest growth of 
ASDR was in Zimbabwe (EAPC 4.10, 95% UI 2.40–5.83) 
and Georgia (EAPC 3.57, 95% UI 1.60–5.59), whereas the 
fastest decrease was in Bosnia and Herzegovina (EAPC 
− 22.24, 95% UI − 23.99 to − 20.46) and Finland (EAPC 
− 16.44, 95% UI − 18.02 to − 14.83) (Fig.  5B and Addi-
tional file 9: Table S7).

MSMI DALY
There were 2,370,496 DALY numbers (95% UI 2,053,615–
2,710,598) due to MSMI in 1990 globally and 1,064,670 
DALY numbers (95% UI 895,636–1,256,185) in 2019 
(Fig.  1C and Additional file  3: Table  S1). From 1990 to 
2019, the DALY number decreased gradually by 55.09% 
at all ages. The age-standardized DALY rate decreased 
sharply by 67.77% around the world in the past three dec-
ades (Fig.  1F and Additional file  4: Table  S2). Similarly, 
the decreasing trend held true for diverse age groups in 
the absolute number and ASR of DALY (Fig.  2C, F and 
Additional file 5: Table S3).

Except for the low SDI region, the DALY number of 
the MSMI decreased gradually in different SDI regions, 
with the highest decrease by 82.97% in the middle SDI 
region and the lowest decrease by 52.10% in high SDI 
region (Fig.  3C and Additional file  6: Table  S4). The 

Fig. 3  The burden and trends of MSMI in five SDI quintiles globally from 1990 to 2019. A The change of incident cases. B The change of 
death number. C The change of DALY. D The change of ASIR. E The change of ASDR. F The change of age-standardized DALY rate. Note: MSMI 
maternal sepsis and other maternal infections; SDI sociodemographic index; ASIR age-standardized incident rate per 100,000 population; ASDR 
age-standardized death rate per 100,000 population; DALY disability-adjusted life-years per 100,000 population
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Table 1  The value and temporal trends of ASIR and ASDR in different region in 1990 and 2019

ASIR age-standardized incident rate per 100,000 population; ASDR age-standardized death rate per 100,000 population; EAPC annual percentage change

Characteristics ASIR (95% UI) per 100,000 population ASDR (95% UI) per 100,000 population

1990 2019 EAPC 1990 2019 EAPC

Overall 787.04 (595.71 to 
990.76)

534.21 (407.34 to 
673.73)

− 1.17 (− 1.23 to 
− 1.11)

1.38 (1.20 to 1.58) 0.43 (0.36 to 0.50) − 4.00 (− 4.33 to 
− 3.67)

East Asia 513.12 (365.88 to 
685.77)

246.48 (178.28 to 
324.49)

− 1.56 (− 1.99 to 
− 1.12)

0.27 (0.21 to 0.33) 0.008 (0.006 to 
0.011)

− 11.78 (− 12.19 to 
− 11.36)

Central Asia 1058.34 (800.56 to 
1287.07)

780.96 (587.98 to 
962.35)

− 0.75 (− 1.06 to 
− 0.44)

0.18 (0.16 to 0.21) 0.058 (0.048 to 
0.071)

− 3.96 (− 4.42 to 
− 3.50)

South Asia 1093.12 (819.21 to 
1390.73)

544.50 (403.6 to 
704.75)

− 2.45 (− 2.53 to 
− 2.37)

3.13 (2.54 to 3.83) 0.29 (0.22 to 0.37) − 8.39 (− 9.03 to 
− 7.74)

Southeast Asia 754.40 (564.50 to 
981.72)

489.28 (363.22 to 
636.03)

− 1.46 (− 1.51 to 
− 1.40)

0.92 (0.76 to 1.15) 0.11 (0.09 to 0.14) − 7.16 (− 7.54 to 
− 6.78)

High-income Asia 
Pacific

198.19 (145.80 to 
262.86)

129.56 (103.94 to 
158.00)

− 1.91 (− 2.12 to 
− 1.71)

0.05 (0.04 to 0.06) 0.001 (0.001 to 
0.001)

− 12.05 (− 13.68 to 
− 10.39)

Oceania 949.10 (709.71 to 
1212.15)

834.08 (621.23 to 
1082.10)

− 0.45 (− 0.47 to 
− 0.43)

3.03 (2.20 to 3.98) 1.44 (1.03 to 1.96) − 1.98 (− 2.44 to 
− 1.52)

Australasia 405.26 (293.39 to 
502.26)

417.76 (335.62 to 
520.30)

0.63 (0.43 to 0.83) 0.01 (0 to 0.01) 0.002 (0.001 to 
0.002)

− 4.91 (− 5.78 to 
− 4.02)

Eastern Europe 775.75 (592.49 to 
946.67)

657.30 (499.90 to 
820.73)

0.40 (− 0.14 to 0.94) 0.06 (0.05 to 0.07) 0.010 (0.007 to 
0.012)

− 6.86 (− 7.32 to 
− 6.41)

Central Europe 661.47 (540.53 to 
772.68)

376.47 (317.09 to 
444.32)

− 1.47 (− 1.77 to 
− 1.18)

0.05 (0.05 to 0.06) 0.003 (0.002 to 
0.003)

− 11.16 (− 11.78 to 
− 10.54)

Western Europe 393.06 (300.67 to 
488.33)

335.87 (259.23 to 
422.40)

− 0.16 (− 0.28 to 
− 0.04)

0.02 (0.01 to 0.02) 0.001 (0.001 to 
0.002)

− 7.45 (− 8.29 to 
− 6.59)

Central Latin 
America

885.25 (664.91 to 
1134.45)

606.92 (461.28 to 
773.30)

− 1.11 (− 1.34 to 
− 0.88)

0.65 (0.59 to 0.71) 0.11 (0.09 to 0.14) − 6.09 (− 6.58 to 
− 5.61)

Southern Latin 
America

967.01 (759.98 to 
1196.39)

680.98 (540.78 to 
833.05)

− 1.07 (− 1.18 to 
− 0.96)

0.52 (0.44 to 0.60) 0.13 (0.11 to 0.16) − 4.19 (− 4.66 to 
− 3.72)

High-income North 
America

645.20 (519.36 to 
769.68)

375.65 (303.02 to 
446.13)

− 2.10 (− 2.47 to 
− 1.73)

0.011 (0.009 to 
0.013)

0.009 (0.007 to 
0.011)

0.49 (− 0.05 to 1.03)

Andean Latin 
America

1042.60 (790.53 to 
1315.38)

659.08 (494.53 to 
834.52)

− 1.62 (− 1.69 to 
− 1.55)

2.03 (1.71 to 2.41) 0.25 (0.17 to 0.33) − 7.62 (− 8.08 to 
− 7.17)

Tropical Latin 
America

593.35 (460.32 to 
747.08)

581.88 (463.53 to 
702.13)

0.62 (0.35 to 0.89) 0.59 (0.49 to 0.69) 0.13 (0.11 to 0.16) − 3.97 (− 4.49 to 
− 3.43)

Caribbean 771.43 (577.11 to 
983.67)

577.84 (431.79 to 
734.99)

− 0.97 (− 1.02 to 
− 0.91)

1.36 (1.00 to 1.90) 1.49 (1.01 to 2.07) 1.24 (0.87 to 1.61)

North Africa and 
Middle East

1163.07 (898.90 to 
1426.43)

612.29 (467.29 to 
765.32)

− 2.04 (− 2.11 to 
− 1.97)

1.79 (1.52 to 2.11) 0.32 (0.23 to 0.42) − 6.24 (− 6.50 to 
− 5.98)

Central sub-Saharan 
Africa

1541.23 (1190.64 to 
1942.23)

973.77 (749.33 to 
1245.80)

− 1.42 (− 1.57 to 
− 1.27)

6.11 (4.47 to 8.02) 5.48 (4.05 to 7.29) 0.98 (− 0.12 to 2.09)

Eastern sub-Saharan 
Africa

1490.86 (1138.75 to 
1872.87)

954.81 (727.63 to 
1214.78)

− 1.53 (− 1.59 to 
− 1.47)

8.53 (6.77 to 10.83) 2.31 (1.87 to 2.84) − 4.65 (− 5.13 to 
− 4.16)

Southern sub-
Saharan Africa

841.79 (651.00 to 
1057.97)

612.10 (463.80 to 
783.59)

− 0.91 (− 0.99 to 
− 0.82)

1.60 (1.33 to 1.88) 0.74 (0.54 to 1.00) − 0.52 (− 1.84 to 
− 0.81)

Western sub-Saha-
ran Africa

1185.92 (935.25 to 
1465.29)

842.43 (661.68 to 
1043.01)

− 1.25 (− 1.36 to 
− 1.14)

4.45 (3.63 to 5.31) 1.70 (1.33 to 2.15) − 3.52 (− 3.85 to 
− 3.18)

(See figure on next page.)
Fig. 4  The age-standardized rate of MSMI in 204 countries and territories in 2019. A The ASIR of MSMI globally in 2019. B The ASDR of MSMI 
globally in 2019. C The age-standardized DALY rate of MSMI globally in 2019. Note: MSMI maternal sepsis and other maternal infections; ASR 
age-standardized rate; ASIR age-standardized incident rate per 100,000 population; ASDR age-standardized death rate per 100,000 population; DALY 
disability-adjusted life-years per 100,000 population
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Fig. 4  (See legend on previous page.)
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DALY number increased in the low SDI region from 
1990 to 2005 and began to fall thereafter in 2006. The 
age-standardized DALY rate varies considerably across 
the world, with the highest rate observed in the low SDI 
region (386.55 in 1990 and 138.84 in 2019) and with the 
lowest rate in the high SDI region (3.39 in 1990 and 1.58 
in 2019) (Fig. 3F and Additional file 6: Table S4).

In terms of geographical region, the highest DALY 
number occurred in South Asia in 1990 (1,066,308, 95% 
UI 855,921–1,302,359), but in Eastern Sub-Saharan 
Africa in 2019 (261,751, 95% UI 214,313–318,317) (Addi-
tional file  7: Table  S5). For the age-standardized DALY 
rate of MSMI, the region with the highest value changed 
from Eastern Sub-Saharan Africa in 1990 to Central 
Sub-Saharan Africa 2019 (Table 2). In addition, the age-
standardized DALY rate of MSMI significantly declined 
in most regions, with the largest decrease in East Asia 
(EAPC − 8.16, 95% UI − 8.77 to − 7.55). In 21 regions, 
only the Caribbean was elevated during the study period, 
with an EAPC value of 1.16 (95% UI 0.79–1.53) (Table 2).

In terms of countries, the age-standardized DALY rate 
was highest in Somalia (656.45, 95% UI 433.86–934.27), 
followed by the Central African Republic (542.47, 95% 
UI 362.86–796.05) in 2019 (Fig. 4C and Additional file 8: 
Table S6). As presented in Fig. 5C and Additional file 9: 
Table  S7, Zimbabwe, Georgia, the Democratic Repub-
lic of the Congo, Kazakhstan and Australia had positive 
EAPC values in 2019. In addition, the age-standardized 
DALY rate exhibited downward trends in most countries/
territories, with the fastest decrease in Equatorial Guinea 
(EAPC − 12.56, 95% UI − 11.83 to − 13.29).

MSMI MMR
Globally, the MMR of MSMI decreased 54.80%, from 
27.53 (95% UI 23.90 to − 31.49) in 1990 to 12.44 (95% 
UI 10.51–14.51) in 2019 (Fig. 6A and Additional file 10: 
Table  S8). The largest MMR was observed in the above 
49  year group, followed by the 45–49 and 40–44  year 
groups around the world (Fig. 6B and Additional file 10: 
Table S8). There was little annual decline in the MMR of 
the different groups, except for the 45–49 and 40–44 year 
groups.

Subgroup analysis by sociodemographic factors dem-
onstrated that the low SDI, low-middle SDI and mid-
dle SDI regions were the top three regions in the MMR, 
accounting for more than 80% (Fig.  6C and Additional 
file 10: Table S8).

In the subgroup analysis by geographical zone, East-
ern Sub-Saharan Africa (73.57, 95% UI 58.46–93.30) and 
Central Sub-Saharan Africa (71.54, 95% UI 53.63–92.72) 
had the highest MMR in 1990 and 2019, respectively 
(Table  2). However, the region with the lowest burden 
changed from Australasia (0.22, 95% UI 0.17–0.27) in 
1990 to high-income Asia Pacific (0.22, 95% UI 0.17–
0.27) in 2019 (Table 2). The largest increase in MMR was 
observed in Central Sub-Saharan Africa (EAPC 1.78, 
95% UI 0.96–2.60), followed by the Caribbean and high-
income North America (Table 2).

At the country/territory level, the highest level of 
MMR was demonstrated in the Central African Repub-
lic (122.36, 95% UI 81.78–179.27), followed by Somalia 
(114.28, 95% UI 75.89–163.72), and Haiti (100.21, 95% 
UI 66.27–141.19) in 2019 (Fig. 6D and Additional file 10: 
Table  S8). The annual change in MMR varied consider-
ably across the world, with the highest elevation in the 
Democratic Republic of the Congo (EAPC 1913.66, 
95% UI 513.33–6511.08), followed by Zimbabwe (EAPC 
519.24, 95% UI 261.73–960.08) and the Central African 
Republic (EAPC 186.23, 95% UI 144.28–235.39) (Fig. 6E 
and Additional file 9: Table S7).

The correlation between SDI and parameters assessing 
disease burden and trends
For various countries/territories level, the correlation 
between SDI value in 2019 with ASR and MMR were 
examined. We observed that SDI in 2019 was negatively 
correlated with ASIR (R = − 0.50, P < 0.001), ASMR 
(R = − 0.43, P < 0.001), age-standardized DALY rate 
(R = − 0.43, P < 0.001) and MMR (R = − 0.42, P < 0.001) 
(Fig. 7A–D).

Similarly, we determined the correlation coefficient 
between ASIR in 1990 and the corresponding EAPC 
value. The EAPC of ASIR (R = − 0.19, P < 0.01), ASMR 
(R = − 0.19, P < 0.01) and the age-standardized DALY 
rate (R = − 0.26, P < 0.001) were negatively correlated 
with ASIR in 1990 (Additional file  11: Fig. S1A–C). In 
addition, we assessed the correlation between SDI in 
2019 and EAPC values of ASR and MMR. The SDI in 
2019 was negatively correlated with ASMR (R = − 0.16, 
P = 0.02) but did not correlate with ASIR, age-standard-
ized DALY or MMR (Additional file 11: Fig. S1E–H). Fur-
thermore, the correlation between SDI with ASR/MMR 
was investigated in 21 regions in the past three decades. 
The results showed that all ASR and MMR values were 

Fig. 5  The EAPC of MSMI in 204 countries and territories in the last three decades. A The EAPC of ASIR per 100,000 population in the last three 
decades. B The EAPC of ASDR per 100,000 population. C The EAPC of age-standardized DALY rate per 100,000 population. Note: MSMI maternal 
sepsis and other maternal infections; EAPC annual percentage change; ASIR age-standardized incident rate per 100,000 population; ASDR 
age-standardized death rate per 100,000 population; DALY disability-adjusted life-years per 100,000 population

(See figure on next page.)
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Fig. 5  (See legend on previous page.)



Page 10 of 15Chen et al. BMC Infect Dis         (2021) 21:1074 

markedly negatively correlated with the corresponding 
SDI (Fig. 8A–D).

Discussion
This study was a systematic overview of the burden and 
trends of MSMI at the global, regional and national 
levels based on the GBD 2019. The global burden of 

MSMI has steadily improved over the past three dec-
ades, as measured by the number or ASR of incidence, 
death and DALY and by the EAPC values of ASR and 
MMR. The number of incident cases, deaths and DALY 
decreased slightly or obviously in MSMI. After account-
ing for population growth and ageing, the ASIR, ASDR 
and age-standardized DALY showed steady downward 

Table 2  The value and temporal trends of age standard DALY rate and MMR in different region in 1990 and 2019

DALY disability-adjusted life-years; MMR number of maternal deaths per 100,000 livebirths; EAPC annual percentage change

Characteristics Age-standardized DALY rate (95% UI) MMR (95% UI) per 100,000 livebirths

1990 2019 EAPC 1990 2019 EAPC

Overall 84.83 (73.76 to 
96.71)

27.34 (22.97 to 
32.30)

− 3.89 (− 4.20 to 
− 3.57)

27.53 (23.90 to 
31.49)

12.44 (10.51 to 
14.51)

− 0.57 (− 0.64 to 
− 0.50)

East Asia 18.08 (14.40 to 
22.64)

1.50 (0.90 to 2.42) − 8.16 (− 8.77 to 
− 7.55)

7.43 (5.84 to 9.29) 0.38 (0.27 to 0.51) − 0.23 (− 0.25 to 
− 0.21)

Central Asia 14.85 (11.99 to 
18.70)

6.56 (4.66 to 9.21) − 2.82 (− 3.04 to 
− 2.60)

3.25 (2.78 to 3.74) 1.56 (1.29 to 1.90) − 0.09 (− 0.11 to 
− 0.06)

South Asia 194.32 (157.31 to 
236.81)

19.51 (15.14 to 
24.55)

− 8.13 (− 8.73 to 
− 7.52)

47.03 (37.76 to 
57.58)

8.37 (6.45 to 10.74) − 0.54 (− 0.56 to 
− 0.51)

Southeast Asia 56.85 (47.06 to 
71.44)

8.65 (6.94 to 10.91) − 6.49 (− 6.80 to 
− 6.19)

17.98 (14.82 to 
22.62)

3.76 (3.03 to 4.58) − 1.51 (− 1.58 to 
− 1.44)

High-income Asia 
Pacific

3.49 (2.79 to 4.37) 0.59 (0.31 to 1.03) − 5.42 (− 6.41 to 
− 4.42)

2.11 (1.77 to 2.52) 0.06 (0.05 to 0.07) − 0.47 (− 0.62 to 
− 0.31)

Oceania 178.00 (128.58 to 
233.14)

86.19 (62.41 to 
115.75)

− 1.92 (− 2.37 to 
− 1.47)

41.64 (29.80 to 
54.89)

23.35 (16.84 to 
31.59)

− 0.45 (− 0.60 to 
− 0.30)

Australasia 1.99 (1.07 to 3.36) 1.76 (0.84 to 3.20) 0.001 (− 0.22 to 
0.22)

0.22 (0.17 to 0.27) 0.06 (0.05 to 0.08) − 0.06 (− 0.07 to 
− 0.05)

Eastern Europe 6.57 (4.74 to 9.36) 3.24 (1.78 to 5.52) − 2.32 (− 2.61 to 
− 2.04)

2.13 (1.79 to 2.51) 0.39 (0.30 to 0.51) − 0.10 (− 0.11 to 
− 0.08)

Central Europe 5.93 (4.40 to 8.04) 1.70 (0.89 to 2.91) − 4.34 (− 4.86 to 
− 3.82)

1.97 (1.70 to 2.29) 0.13 (0.11 to 0.17) − 0.07 (− 0.08 to 
− 0.06)

Western Europe 2.61 (1.75 to 3.95) 1.44 (0.72 to 2.59) − 1.32 (− 1.65 to 
− 1.00)

0.74 (0.65 to 0.85) 0.06 (0.06 to 0.07) − 0.02 (− 0.02 to 
− 0.01)

Central Latin 
America

41.80 (37.68 to 
46.34)

9.10 (6.96 to 11.74) − 5.24 (− 5.71 to 
− 4.78)

11.24 (10.28 to 
12.29)

3.42 (2.65 to 4.42) − 0.26 (− 0.30 to 
− 0.22)

Southern Latin 
America

33.90 (28.77 to 
40.22)

10.28 (7.99 to 13.05) − 3.58 (− 3.99 to 
− 3.17)

12.60 (10.71 to 
14.51)

4.64 (3.83 to 5.58) − 0.23 (− 0.27 to 
− 0.18)

High-income North 
America

3.25 (1.89 to 5.42) 2.05 (1.24 to 3.32) − 1.54 (− 1.89 to 
− 1.20)

0.36 (0.29 to 0.43) 0.37 (0.29 to 0.46) 0.04 (0.02 to 0.05)

Andean Latin 
America

120.34 (101.68 to 
142.69)

16.77 (12.25 to 
22.04)

− 7.16 (− 7.60 to 
− 6.71)

30.89 (26.09 to 
36.87)

6.20 (4.38 to 8.28) − 0.99 (− 1.13 to 
− 0.85)

Tropical Latin 
America

36.31 (30.76 to 
42.43)

10.57 (8.55 to 13.04) − 3.19 (− 3.69 to 
− 2.69)

13.28 (11.14 to 
15.73)

4.98 (4.16 to 5.97) − 0.20 (− 0.25 to 
− 0.15)

Caribbean 81.31 (60.17 to 
110.66)

87.23 (59.70 to 
120.41)

1.16 (0.79 to 1.53) 27.66 (20.39 to 
38.01)

44.12 (29.94 to 
61.68)

0.87 (0.73 to 1.01)

North Africa and 
Middle East

106.56 (90.91 to 
125.34)

20.81 (15.63 to 
26.97)

− 5.90 (− 6.12 to 
− 5.68)

23.11 (19.67 to 
27.32)

8.39 (6.16 to 11.06) − 0.58 (− 0.61 to 
− 0.55)

Central sub-Saharan 
Africa

346.47 (257.10 to 
450.00)

305.01 (227.71 to 
397.23)

0.90 (− 0.19 to 2.00) 52.80 (38.89 to 
68.84)

71.54 (53.63 to 
92.72)

1.78 (0.96 to 2.60)

Eastern sub-Saha-
ran Africa

473.54 (377.85 to 
598.18)

132.18 (108.08 to 
161.14)

− 4.53 (− 5.01 to 
− 4.05)

73.57 (58.46 to 
93.30)

31.04 (25.30 to 
37.97)

− 1.64 (− 1.80 to 
− 1.48)

Southern sub-
Saharan Africa

95.31 (80.20 to 
111.18)

45.95 (33.89 to 
60.92)

− 0.49 (− 1.76 to 
0.79)

27.82 (23.22 to 
32.81)

19.40 (14.14 to 
26.01)

0.13 (− 0.16 to 0.42)

Western sub-Saha-
ran Africa

254.10 (207.46 to 
302.21)

99.96 (79.33 to 
126.60)

− 3.42 (− 3.75 to 
− 3.08)

39.88 (32.47 to 
47.72)

22.39 (17.59 to 
28.45)

− 0.73 (− 0.82 to 
− 0.64)
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trends over time. Similar change was found in MMR. For 
the SDI level, the burden of MSMI was the highest in the 
low and low-middle SDI regions with the fastest down-
ward trend, which was several times higher than that in 
the high SDI region. Moreover, the burden and trends 
of MSMI were heterogeneous across 21 regions and 204 
countries/territories, most of which had reduced dis-
ease burden. In addition, MMR and ASR were negatively 
correlated with corresponding SDI value in 2019 in 204 
countries/territories and 21 regions. The EAPC value of 
ASDR was associated with both ASIR in 1990 and SDI in 
2017.

In pregnancy and the puerperium, maternal physiolog-
ical and immunological adaptations, designed to facili-
tate development of the foetus, may impair the maternal 
capacity to respond to infection [1, 2]. When maternal 
infection is out of control, it easily progresses to sepsis 
[23]. Sepsis is defined as a dysregulated host response to 
infection leading to organ dysfunction. Sepsis can involve 
any system in the body and is associated with irrevers-
ible multiorgan failure and ultimately death in severe 
forms [24]. The pathogenesis is highly complex and 

incompletely understood. A bedside tool for the prog-
nosis and diagnosis of sepsis was validated in the general 
population, and awareness of sepsis was increased by 
several campaigns [25, 26]. However, pregnancy-specific 
management is based on those developed for the non-
pregnant population, and the diagnosis of sepsis is still 
difficult due to physiological changes in pregnancy [4, 
27, 28]. Given these challenges, improvements in sepsis-
related mortality in the general population may not be 
observed among pregnant women. Our knowledge of the 
underlying pathophysiology is incomplete, which is a sig-
nificant contributing factor in our inability to deal effec-
tively with this disease.

Our study found that 182 countries and territories had 
negative EAPC values of MMR. Ambitious calls for a 
decrease in maternal mortality in the next two decades 
and reductions in MMRs to less than 30 in all countries 
have been practicable [29]. Prioritizing a reduction in 
maternal mortality is one of the seventeen Sustainable 
Development Goals (SDGs) [30]. Despite great progress 
in maternal health, our data suggested that at least nine 
countries too far to achieve the SDGs target with MMR 

Fig. 6  The MMR of MSMI across the world in the last 30 years. A The change of MMR in all age from 1990 to 2019. B The change of MMR in different 
age groups. C The change of MMR in five SDI regions in 2019. D The MMR of MSMI globally per 100,000 livebirths in 2019. E The EAPC of MMR. The 
black triangle represent value in corresponding year and shading shows 95% uncertainty intervals. Note: MSMI maternal sepsis and other maternal 
infections; MMR number of maternal deaths per 100,000 livebirths; EAPC annual percentage change
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less than 70 per 100,000 live births. Without a doubt, 
there was broad concern that little or no progress was 
being made in some areas. Our data demonstrated that 
14 countries/territories still showed positive EAPC val-
ues of MMR due to MSMI until 2019. Those countries/
territories may present the greatest challenge to the 
achievement of low SDGs. Thus, special policy attention, 
national action and investment need be carried out in 
those 14 countries/territories.

New research demonstrated that 11 maternal infec-
tions per 1000 live births developed a severe outcome, 
but up to 15 women were affected in low- and middle-
income countries [8]. Similarly, our study observed that 
the low and low-middle SDI countries/territories had 
the fastest downward trends of MSMI, but a dispropor-
tionately higher disease burden. Moreover, all ASR val-
ues and MMR were markedly negatively correlated with 
the corresponding SDI at the regional and national lev-
els. Based on the definition of SDI and the above find-
ing, we suggested that MSMI burden was associated with 
economic level, education level and awareness in health 
workers. Improvement in sanitation and access to routine 
prophylactic antibiotics during caesarean section have 

been shown to be effective and cost-effective strategies 
to reduce maternal death [31]. Unfortunately, approxi-
mately 10% of antibiotics were substandard and falsified 
in low- and middle-income countries, which could be a 
contributing factor to the high maternal mortality rate in 
these regions [32]. Low-quality medicines could increase 
mortality and morbidity and lead to additional costs [33–
35]. Their potential negative health impact raised serious 
concerns. More efforts should be made to improve the 
quality of medicine. The production and sale of bogus 
or substandard drugs should be severely punished. The 
quality and safety of medicines need to be monitored 
effectively and continuously by government agencies in 
low- and middle-income areas.

Although the prevalence of sepsis-related maternal 
mortality was much higher in low and middle-income 
countries, sepsis was still one of the most important 
causes of maternal death in the developed world [9]. 
Therefore, a reduction in mortality caused by MSMI will 
need not only more investment or resources in public 
health but also a focus on more tailored prevention strat-
egies and more effective clinical treatment, such as inno-
vation in early diagnosis, point of care tests and targeted 

Fig. 7  The correlation between the SDI and both ASR and MMR of MSMI in 2019. The SDI negatively correlated to the ASIR (A), ASDR (B), 
age-standardized DALY rate (C) and MMR (D) in 2019. Note: MSMI maternal sepsis and other maternal infections; MMR number of maternal deaths 
per 100,000 livebirths; ASIR age-standardized incident rate per 100,000 population; ASDR age-standardized death rate per 100,000 population; DALY 
disability-adjusted life-years per 100,000 population
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management. Undoubtedly, more clinical trial evidence 
is need to establish obstetrically appropriate infection or 
sepsis identification criteria.

The incidence of maternal sepsis shows geographic 
distribution differences around the world, with a high 
incidence occurring in Central and South Asia [11]. The 
death count also differed in various regions [20, 36]. In 
line with previous reports, the burden and trends of 
MSMI varied substantially in diverse regions and coun-
tries in our study. Central Sub-Saharan Africa and East-
ern Sub-Saharan Africa were in the top 2 MSMI ASR 
and MMR. In the same manner, Somalia and the Central 
African Republic showed the highest ASDR, MMR and 
age-standardized DALY rate. Moreover, many countries 
still suffer from increases in ASDR and MMR, such as 
the Democratic Republic of the Congo, Zimbabwe, Cen-
tral African Republic, Mauritius, Georgia, Kyrgyzstan, 
Kazakhstan and the United States. The heavy burden 
and upward trends of MSMI in some African and Asian 
countries may be attributed to low economic levels, poor 
medical care, lack of education and so on. Interestingly, 
the ASDR and MMR of MSMI were ascending in the 
United States with the highest economic levels, best med-
ical environment and better education. Previous research 
showed a 10% per year increase in severe maternal sepsis 

and sepsis-related death in the United States between 
1998 and 2008 [37]. The authors found that older than 
35  years, smoking, no insurance and chronic comorbid 
conditions (such as diabetes mellitus) were common risk 
factors for pregnancy-associated sepsis [37]. Therefore, 
these high-risk women need closer monitoring and fur-
ther studies focused on high-risk women are crucial steps 
in decreasing the mortality rate of maternal sepsis.

Late childbirth’ become an increasingly popular 
trend in many countries and regions [38, 39]. Currently, 
advanced maternal age is generally defined as pregnancy 
in women aged 35  years or older [40]. Late pregnancy 
was associated with a number of infectious diseases 
due to changes in immune responses [41]. Moreover, 
advanced maternal age was a risk factor for adverse 
maternal events, which has been widely acknowledged 
[38, 42–44]. In this context, a comprehensive report 
presenting the epidemiological burden and trends of 
MSIMI in women of different age is invaluable for poli-
cymakers to allocate healthy resources and Initiatives. 
In our study, we demonstrated that the burden of MSMI 
in younger women clearly exhibited a downward trend. 
However, mortality and DALY number in advanced 
maternal age did not show a decline until the early few 
years of the twenty-first century. The incident cases were 

Fig. 8  The correlation analyses between SDI and ASR or MMR of MSMI in 21 regions from 1990 to 2019. The SDI negatively correlated with 
the ASIR (A), ASDR (B), age-standardized DALY rate (C) and MMR (D) in 21 regions from 1990 to 2019. Note: MSMI maternal sepsis and other 
maternal infections; ASIR age-standardized incident rate per 100,000 population; ASDR age-standardized death rate per 100,000 population; DALY 
disability-adjusted life-years per 100,000 population; MMR number of maternal deaths per 100,000 livebirths
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increased slightly in older women, and the largest MMR 
was observed in the above 49 year group, followed by the 
45–49 and 40–44 year group. This implied that older age 
partly accounted for a higher MMR, which was consist-
ent with Kendle et al.’s finding that older women had the 
highest odds of sepsis-related in-hospital mortality [45]. 
We should not advocate late pregnancy and encourage 
women to give birth at an appropriate age.

Several limitations should also be noted when inter-
preting our results. Firstly, the availability and quality of 
primary data is major restriction of GBD assessment on 
the burden of diseases. Although amendments to data 
processing and complicated modelling can improve the 
accuracy of estimates when data are not available [10]. 
Further efforts are need to improve the availability and 
quality of data related to maternal mortality. Secondly, 
the burden of MSMI could be larger than estimated ones 
due to the difficulty in diagnosis of maternal sepsis. Given 
the above restrictions, our results should be interpreted 
carefully and cautiously.

Conclusion
All in all, our results suggested that burden of MSMI 
were gradually declined in most countries and regions 
from 1990 to 2019, reflecting continued progress towards 
maternal health. But a few countries and regions still 
exhibited upward trends in ASR and MMR of MSMI. 
Hence, it posed challenge on reaching the WHO goal 
[28]. These analyses should inform the scientific priority 
of health policies, programmes, and funding to reduce 
maternal deaths at country and regional level.

Abbreviations
MSMI: Maternal sepsis and other maternal infections; DALY: Disability-adjusted 
life year; MMR: Maternal mortality ratio; ASR: Age-standardized rate; EAPC: The 
estimated annual percentage change; SDI: Sociodemographic index; GBD: 
Global Burden of Disease database.

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12879-​021-​06779-0.

Additional file 1. The overview of the GBD 2019 database and the esti-
mation methods for disease burden in MSMI.

Additional file 2. The SDI of different countries and territories in 2019.

Additional file 3: Table S1. The number of MSMI incidence, death, DALY 
globally from 1990 and 2019

Additional file 4: Table S2. The ASIR, ASDR and age-standardized DALY 
rate globally from 1990 and 2019

Additional file 5: Table S3. The number and rate of MSMI incidence, 
death, DALY in different age groups worldwide from 1990 to 2019

Additional file 6: Table S4. The number and age-standardized rate of 
MSMI incidence, death, DALY in different SDI from 1990 to 2019

Additional file 7: Table S5. The number of MSMI incidence, death, DALY 
in 21 different region in 1990 and 2019

Additional file 8: Table S6. The ASIR, ASDR and age-standardized DALY 
rate in 204 countries and territories in 2019

Additional file 9: Table S7. The EAPC of ASIR, ASDR, age-standardized 
DALY rate and MMR in 204 countries and territories in the last three 
decades

Additional file 10: Table S8. The MMR of MSMI in different age groups, 5 
SDI quintiles, 21 region, and in 204 countries.

Additional file 11: Figure S1. The correlation between EAPC and ASIR in 
1990 or SDI in 2019 in 204 countries and territories.

Acknowledgements
We are grateful to all members of the Global Burden of Disease Study col-
laborators for their work.

Authors’ contributions
WZX, ZZL and CHL had full access to the data in the study and take respon-
sibility for the integrity of the data and the accuracy of the data analysis. 
Concept and design: WZX, ZZL and CHL. Collection, analysis and interpreta-
tion of data: CLY, WQ, GY, ZJX and CS. Drafting of the manuscript: CLY, WQ and 
GY. Revision of the manuscript: CS, WZX, ZZL and CHL. Statistical analysis: CLY, 
WQ and GY. All authors read and approved the final manuscript.

Funding
This work was funded by National Natural Science Foundation of China (No. 
81800041 and 82000078).

Availability of data and materials
The datasets used in the present study are available in GBD 2019. This data can 
be found here: http://​ghdx.​healt​hdata.​org/​gbd-​resul​ts-​tool.

Declarations

Ethics approval and consent to participate
The Institutional Review Board of Wuhan No.1 Hospital, Tongji Medical Col-
lege, Huazhong University of Science & Technology determined that approval 
was waived because of publicly available data.

Competing interests
The authors declare that the research was conducted in the absence of any 
commercial or financial relationships that could be construed as a potential 
competing interests.

Author details
1 Department of Obstetrics and Gynecology, Wuhan No.1 Hospital, Wuhan, 
China. 2 Department of Respiratory and Critical Care Medicine, Tongji Hospital, 
Tongji Medical College, Huazhong University of Science and Technology, 
Wuhan, China. 3 Ezhou Centers for Disease Control and Prevention, Ezhou, 
China. 4 Department of Spine Surgery, The Second Hospital affiliated to Guang-
dong Medical University, Guangdong Medical University, Zhanjiang, China. 
5 Department of Respiratory Diseases, University-Town Hospital of Chongqing 
Medical University, Chongqing, China. 6 Department and Institute of Infectious 
Diseases, Tongji Hospital, Tongji Medical College, Huazhong University of Sci-
ence and Technology, Wuhan, China. 

Received: 12 April 2021   Accepted: 29 September 2021

References
	1.	 Kourtis AP, Read JS, Jamieson DJ. Pregnancy and infection. N Engl J Med. 

2014;370(23):2211–8.
	2.	 Vasudevan R. Urinary tract infection: an overview of the infection and the 

associated risk factors. J Microbiol Exp. 2014;1(2):42–54.
	3.	 Maternal infections in health facilities [https://​www.​who.​int/​news/​item/​

27-​04-​2020-​mater​nal-​infec​tions-​in-​health-​facil​ities].

https://doi.org/10.1186/s12879-021-06779-0
https://doi.org/10.1186/s12879-021-06779-0
http://ghdx.healthdata.org/gbd-results-tool
https://www.who.int/news/item/27-04-2020-maternal-infections-in-health-facilities
https://www.who.int/news/item/27-04-2020-maternal-infections-in-health-facilities


Page 15 of 15Chen et al. BMC Infect Dis         (2021) 21:1074 	

	4.	 Greer O, Shah NM, Sriskandan S, Johnson MR. Sepsis: precision-based medi-
cine for pregnancy and the puerperium. Int J Mol Sci. 2019;20(21):5388.

	5.	 Hussein JWL. Puerperal sepsis in low- and middle- income settings: past, 
present and future, vol. 4. London: RCOG Press; 2010.

	6.	 Black RE, Levin C, Walker N, Chou D, Liu L, Temmerman M, Group DRA. 
Reproductive, maternal, newborn, and child health: key messages from 
Disease Control Priorities 3rd edition. Lancet. 2016;388(10061):2811–24.

	7.	 Sepsis [https://​www.​who.​int/​news-​room/​fact-​sheets/​detail/​sepsis].
	8.	 Bonet M, Brizuela V, Abalos E, Cuesta C, Baguiya A, Chamillard M, Fawole B, 

Knight M, Kouanda S, Lumbiganon P, et al. Frequency and management 
of maternal infection in health facilities in 52 countries (GLOSS): a 1-week 
inception cohort study. Lancet Glob Health. 2020;8(5):e661–71.

	9.	 Say L, Chou D, Gemmill A, Tuncalp O, Moller AB, Daniels J, Gulmezoglu AM, 
Temmerman M, Alkema L. Global causes of maternal death: a WHO system-
atic analysis. Lancet Glob Health. 2014;2(6):e323-333.

	10.	 Vos T, Lim SS, Abbafati C, Abbas KM, Abbasi M, Abbasifard M, Abbasi-Kange-
vari M, Abbastabar H, Abd-Allah F, Abdelalim A, et al. Global burden of 369 
diseases and injuries in 204 countries and territories, 1990–2019: a system-
atic analysis for the Global Burden 2019. Lancet. 2020;396(10258):1204–22.

	11.	 Woodd SL, Montoya A, Barreix M, Pi L, Calvert C, Rehman AM, Chou D, 
Campbell OMR. Incidence of maternal peripartum infection: a systematic 
review and meta-analysis. PLoS Med. 2019;16(12):e1002984.

	12.	 Hensley MK, Bauer ME, Admon LK, Prescott HC. Incidence of maternal 
sepsis and sepsis-related maternal deaths in the United States. JAMA. 
2019;322(9):890–2.

	13.	 Safiri S, Sohrabi MR, Carson-Chahhoud K, Bettampadi D, Taghizadieh A, 
Almasi-Hashiani A, Ashrafi-Asgarabad A, Sepidarkish M, Eagen A, Mansour-
nia MA, et al. Burden of tracheal, bronchus, and lung cancer and its attribut-
able risk factors in 204 countries and territories, 1990 to 2019. J Thorac 
Oncol. 2021;16(6):945–59.

	14.	 Safiri S, Pourfathi H, Eagan A, Mansournia MA, Khodayari MT, Sullman MJM, 
Kaufman J, Collins G, Dai H, Bragazzi NL, et al. Global, regional, and national 
burden of migraine in 204 countries and territories, 1990 to 2019. Pain. 2021. 
https://​doi.​org/​10.​1097/j.​pain.​00000​00000​002275.

	15.	 Salomon JA. Disability-adjusted life years. In: Encyclopedia of health eco-
nomics. Amsterdam: Elsevier; 2014. p. 200–3.

	16.	 Ferrucci L, Koh C, Bandinelli S, Guralnik JM. Disability, functional status, and 
activities of daily living. In: Encyclopedia of gerontology (second edition). 
Amsterdam: Elsevier; 2007. p. 427–36.

	17.	 Mohsen Naghavi HW, Lozano R, Davis A, Liang X, Zhou M, Vollset SE, 
Ozgoren AA, Abdalla S, Abd-Allah F, et al. Global, regional, and national age–
sex specific all-cause and cause-specific mortality for 240 causes of death, 
1990–2013: a systematic analysis for the Global Burden of Disease Study 
2013. Lancet. 2015;385(9963):117–71.

	18.	 Ebrahimi H, Amini E, Pishgar F, Moghaddam SS, Nabavizadeh B, Rostama-
badi Y, Aminorroaya A, Fitzmaurice C, Farzadfar F, Nowroozi MR, et al. Global, 
regional and national burden of bladder cancer, 1990 to 2016: results from 
the GBD Study 2016. J Urol. 2019;201(5):893–901.

	19.	 Age standardization of rates: a new WHO standard [https://​www.​who.​int/​
healt​hinfo/​paper​31.​pdf ].

	20.	 Kassebaum NJ, Bertozzi-Villa A, Coggeshall MS, Shackelford KA, Steiner C, 
Heuton KR, Gonzalez-Medina D, Barber R, Huynh C, Dicker D, et al. Global, 
regional, and national levels and causes of maternal mortality during 
1990–2013: a systematic analysis for the Global Burden of Disease Study 
2013. Lancet. 2014;384(9947):980–1004.

	21.	 Stevens GA, Alkema L, Black RE, Boerma JT, Collins GS, Ezzati M, Grove 
JT, Hogan DR, Hogan MC, Horton R, et al. Guidelines for accurate and 
transparent health estimates reporting: the GATHER statement. Lancet. 
2016;388(10062):e19–23.

	22.	 Liu Z, Jiang Y, Yuan H, Fang Q, Cai N, Suo C, Jin L, Zhang T, Chen X. The trends 
in incidence of primary liver cancer caused by specific etiologies: results 
from the Global Burden of Disease Study 2016 and implications for liver 
cancer prevention. J Hepatol. 2019;70(4):674–83.

	23.	 Gilbert NM, O’Brien VP, Hultgren S, Macones G, Lewis WG, Lewis AL. 
Urinary tract infection as a preventable cause of pregnancy complications: 
opportunities, challenges, and a global call to action. Glob Adv Health Med. 
2013;2(5):59–69.

	24.	 Cecconi M, Evans L, Levy M, Rhodes A. Sepsis and septic shock. Lancet. 
2018;392(10141):75–87.

	25.	 Singer M, Deutschman CS, Seymour CW, Shankar-Hari M, Annane D, Bauer 
M, Bellomo R, Bernard GR, Chiche JD, Coopersmith CM, et al. The third 

international consensus definitions for sepsis and septic shock (sepsis-3). 
JAMA. 2016;315(8):801–10.

	26.	 Improving the prevention, diagnosis and management of sepsis. [https://​
apps.​who.​int/​gb/​ebwha/​pdf_​files/​WHA70/​A70_​R7-​en.​pdf?​ua=].

	27.	 Bonet M, Souza JP, Abalos E, Fawole B, Knight M, Kouanda S, Lumbiganon 
P, Nabhan A, Nadisauskiene R, Brizuela V, et al. The global maternal sepsis 
study and awareness campaign (GLOSS): study protocol. Reprod Health. 
2018;15(1):16.

	28.	 Global Maternal and Neonatal Sepsis Initiative Working Group. The Global 
Maternal and Neonatal Sepsis Initiative: a call for collaboration and action by 
2030. Lancet Glob Health. 2017;5(4):e390–1.

	29.	 Jamison DT, Summers LH, Alleyne G, Arrow KJ, Berkley S, Binagwaho A, 
Bustreo F, Evans D, Feachem RG, Frenk J, et al. Global health 2035: a world 
converging within a generation. Lancet. 2013;382(9908):1898–955.

	30.	 Report of the open working group of the general assembly on sustainable 
development goals. [http://​www.​un.​org/​ga/​search/​view_​doc.​asp?​symbol=​
A/​68/​970&​refer​er=/​engli​sh/​&​Lang=E].

	31.	 Morgan J, Roberts S. Maternal sepsis. Obstet Gynecol Clin North Am. 
2013;40(1):69–87.

	32.	 Torloni MR, Bonet M, Betran AP, Ribeiro-do-Valle CC, Widmer M. Quality of 
medicines for life-threatening pregnancy complications in low- and middle-
income countries: a systematic review. PLoS ONE. 2020;15(7):e0236060.

	33.	 Hamilton WL, Doyle C, Halliwell-Ewen M, Lambert G. Public health interven-
tions to protect against falsified medicines: a systematic review of interna-
tional, national and local policies. Health Policy Plan. 2016;31(10):1448–66.

	34.	 A study on the public health and socioeconomic impact of substandard 
and falsified medical products [https://​www.​who.​int/​medic​ines/​regul​ation/​
ssffc/​publi​catio​ns/​SE-​Study_​EN_​web.​pdf?​ua=1].

	35.	 WHO Global Surveillance and Monitoring System for substandard and falsi-
fied medical products [https://​apps.​who.​int/​iris/​bitst​ream/​handle/​10665/​
326708/​97892​41513​425-​eng.​pdf?​ua=1].

	36.	 Collaborators GBDM. Global, regional, and national under-5 mortality, 
adult mortality, age-specific mortality, and life expectancy, 1970–2016: a 
systematic analysis for the Global Burden of Disease Study 2016. Lancet. 
2017;390(10100):1084–150.

	37.	 Al-Ostad G, Kezouh A, Spence AR, Abenhaim HA. Incidence and risk factors 
of sepsis mortality in labor, delivery and after birth: population-based study 
in the USA. J Obstet Gynaecol Res. 2015;41(8):1201–6.

	38.	 Kenny LC, Lavender T, McNamee R, O’Neill SM, Mills T, Khashan AS. 
Advanced maternal age and adverse pregnancy outcome: evidence from a 
large contemporary cohort. PLoS ONE. 2013;8(2):e56583.

	39.	 World fertility patterns 2015 [http://​www.​un.​org/​en/​devel​opment/​desa/​
popul​ation/​publi​catio​ns/​pdf/​ferti​lity/​world-​ferti​lity-​patte​rns-​2015.​pdf ].

	40.	 Laopaiboon M, Lumbiganon P, Intarut N, Mori R, Ganchimeg T, Vogel JP, 
Souza JP, Gulmezoglu AM. Network WHOMSoMNHR: Advanced mater-
nal age and pregnancy outcomes: a multicountry assessment. BJOG. 
2014;121(Suppl 1):49–56.

	41.	 Caetano MR, Couto E, Passini R Jr, Simoni RZ, Barini R. Gestational prognostic 
factors in women with recurrent spontaneous abortion. Sao Paulo Med J. 
2006;124(4):181–5.

	42.	 Frederiksen LE, Ernst A, Brix N, Braskhoj Lauridsen LL, Roos L, Ramlau-Hansen 
CH, Ekelund CK. Risk of adverse pregnancy outcomes at advanced maternal 
age. Obstet Gynecol. 2018;131(3):457–63.

	43.	 Mao WJ, Wu ZY, Yang ZH, Xu YW, Wang SQ. Advanced maternal age impairs 
spatial learning capacity in young adult mouse offspring. Am J Transl Res. 
2018;10(3):975–88.

	44.	 Liu X, Huang D, Wang Y, Gao Y, Chen M, Bai Y, Wu M, Luo X, Qi H. Birth and 
birth-related obstetrical characteristics in southwestern China associated 
with the current adjustment of family planning policy: a 7-year retrospective 
study. Sci Rep. 2020;10(1):15949.

	45.	 Kendle AM, Salemi JL, Tanner JP, Louis JM. Delivery-associated sepsis: trends 
in prevalence and mortality. Am J Obstet Gynecol. 2019. https://​doi.​org/​10.​
1016/j.​ajog.​2019.​02.​002.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://www.who.int/news-room/fact-sheets/detail/sepsis
https://doi.org/10.1097/j.pain.0000000000002275
https://www.who.int/healthinfo/paper31.pdf
https://www.who.int/healthinfo/paper31.pdf
https://apps.who.int/gb/ebwha/pdf_files/WHA70/A70_R7-en.pdf?ua=
https://apps.who.int/gb/ebwha/pdf_files/WHA70/A70_R7-en.pdf?ua=
http://www.un.org/ga/search/view_doc.asp?symbol=A/68/970&referer=/english/&Lang=E
http://www.un.org/ga/search/view_doc.asp?symbol=A/68/970&referer=/english/&Lang=E
https://www.who.int/medicines/regulation/ssffc/publications/SE-Study_EN_web.pdf?ua=1
https://www.who.int/medicines/regulation/ssffc/publications/SE-Study_EN_web.pdf?ua=1
https://apps.who.int/iris/bitstream/handle/10665/326708/9789241513425-eng.pdf?ua=1
https://apps.who.int/iris/bitstream/handle/10665/326708/9789241513425-eng.pdf?ua=1
http://www.un.org/en/development/desa/population/publications/pdf/fertility/world-fertility-patterns-2015.pdf
http://www.un.org/en/development/desa/population/publications/pdf/fertility/world-fertility-patterns-2015.pdf
https://doi.org/10.1016/j.ajog.2019.02.002
https://doi.org/10.1016/j.ajog.2019.02.002

	The global burden and trends of maternal sepsis and other maternal infections in 204 countries and territories from 1990 to 2019
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 

	Background
	Methods
	Overview
	Definition
	Data source
	Statistical analysis

	Results
	The incidence of MSMI
	MSMI death
	MSMI DALY
	MSMI MMR
	The correlation between SDI and parameters assessing disease burden and trends

	Discussion
	Conclusion
	Acknowledgements
	References


